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® Testicular cancer represents 1% of male 


neoplasms and 5% of urological tumors 


® At diagnosis, 1-2% of cases are bilateral and 
the predominant histology is germ cell tumors 
(GCT) (90-95% of cases) 

® Peak incidence is in the third decade of life for 
non-seminoma and mixed GCIs, and fourth 


decade for pure seminoma. 


® Seminoma is rare in boys younger than 10 


years of age but is the most common 


histologic type in men older than 60 


® Risk factors are cryptorchidism, familial 
history of testicular tumours among first- 
grade relatives and the presence of a 


contralateral tumour 


® 1.Germ cell neoplasia in situ (GCNIS) 
® 2.Derived from germ cell 


® Seminoma, Embryonal carcinoma, Yolk sac tumour, 
Trophoblastic tumours, Teratoma, 


® Mixed germ cell tumours, Spermatocytic tumour 
* 4.Sex cord/stromal tumours 


® Leydig cell tumour, Sertoli cell tumour, 
Gonadoblastoma 


% 5.Miscellaneous non-specific stromal tumours 

® Tumours of the collecting ducts and rete testis 

® Tumours of paratesticular structures, Epididymal 
tumours 

® Mesenchymal tumours of the spermatic cord and 
testicular adnexae 
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Diagnostic Evaluation 


® Testicular cancer usually presents as a unilateral 
testicular scrotal mass detected by the patient, or 
as an incidental ultrasound (US) finding. Scrotal 
pain may be present in 27% of patients 

® Around 1% of patients presenting with 
gynecomastia have a germ cell or sex 
cord/gonadal tumour of the testes and 11% 
present with back and flank pain due to 


metastasis. 


% Serum alpha-fetoprotein 


% Serum beta subunit of human chorionic 
gonadotropin (beta-hCG) 


0 Lactate dehydrogenase (LDH), Chemistry 
profile 


® Testicular ultrasound 


e Computed tomography (CT) of the 
abdomen and pelvis 

® Chest x-ray 

% Magnetic resonance imaging (MRI) of the 
bBrain should be performed if brain 
metastases is suspected after clinical 
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` Differential Diagnosis 


e Epididymo-orchitis 
e Testicular torsion 
e Hydrocele 

e Hernia 

e Hematoma 

* Spermatocele 

e Varicocele 

e Syphilitic gumma 


Ultrasonography ( (US) of the testes 


US can determine whether a mass is intra- or extra- 

testicular; determine the volume and anatomical 

location of the testicular lesion. Also, can be used to 

characterise the contralateral testicle to exclude 

other lesions. 

® Testicular US is also recommended for all men with 
retroperitoneal or visceral masses and/or without 
elevated serum Human chorionic gonadotropin 


(hCG) or AFP in the absence of a palpable testicular 


ar Tomography (CT) 


* Contrast enhanced computerised tomography is the most 
sensitive means to evaluate the thorax, abdomen and 
pelvis for TC staging. 

* Contrast enhanced CT is recommended in all patients for 
staging before orchidectomy but may be postponed until 
histopathological confirmation of malignancy. 

®If CT is contraindicated because of allergy to iodine 
based contrast media, non-contrast CT may be 


performed to evaluate nodal size 
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Magnetic Reso : aging 


(MRI) 


“It may however, be helpful to distinguish 
between an intra- and extra-testicular mass 
when this cannot be confirmed clinically or with 
US 


% Magnetic resonance imaging has a primary role 


in the detection of brain metastasis. 
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luorodeoxyglucose-positron mission 
tomography (FDG-PET) 


* Fluorodeoxyglucose-positron emission 
tomography is only recommended for seminoma 
patients with post-chemotherapy residual 


masses > 3 cm 


— Pre- -Operative serum tumour markers 


® Alphafetoprotein and B-hCG are increased in 50- 
70% and in 40-60% of patients with NSGCT, 
respectively, and about 90% of NSGCT present 
with a rise in either AFP or B-hCG at diagnosis 

* Only 30% of pure seminomas can present or 
develop an elevated B-hCG level during the 


course of the disease 


® Lactate dehydrogenase is a less specific 


marker, its serum level being proportional to 
tumour volume. Its level may be elevated in 


80% of patients with advanced TC 


-Orc idectomy 


® Serum levels of AFP f-hCG and LDH are used 
fOr ES prognostic stratification after 
orchidectomy 

® As the serum half-life of AFP and B-hCG are five 
to seven days and one to three days respectively, 
it may take several weeks until normalisation 


occurs 


® The persistence or increase of elevated 


serum tumour markers following 
orchidectomy indicates the likely presence 


of metastatic disease. 


® Normalisation of marker levels after 
orchidectomy is a favourable indicator, it 
does not exclude the possibility of 


metastatic disease 


— xa 


® With metastatic TC, risk stratification is 
based on serum tumour markers levels 
immediately before initiation of systemic 


treatment 
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® Orchiectomy 


® orchidectomy including division of the 
spermatic cord at the internal inguinal ring 
represents the standard of care in patients 
with TC. 


® in patients with a solitary testis and is often 
used to preserve fertility and hormonal 
function. Testis sparing surgery should only be 
offered together with frozen section 
examination 

® In cases of small or indeterminate testicular 
masses with negative tumour markers, where 


possible patients 


® Up to 24% of TC patients are azoospermic 


and almost 50% have abnormal sperm counts 


(oligozoospermic) before treatment. 


® Treatment for TC, including orchiectomy, 
Chemotherapy and radiation may have a 
negative impact con the reproductive 


function. 


® Spermatogenesis usually recovers one to 


four years after chemotherapy 


® Sperm banking should be offered before 
orchiectomy. If not offered before 
orchiectomy, it should be undertaken prior 


to chemotherapy or RT 
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T7 Adjuvant chemo 


® Adjuvant carboplatin therapy using a dosage 


PA 


nerapy 


of one course is an alternative to RI or 
surveillance in clinical stage I seminoma 

® Do not perform adjuvant treatment in 
patients at very low risk of recurrence (no 


risk factors). 


® Seminomas are extremely radiosensitive 


tumours. Adjuvant radiotherapy to a para- 
aortic (PA) field or to a PA and ipsilateral 
field (PA and ipsilateral iliac nodes), 


reduced the relapse rate to 1-3% 


® Do not routinely perform adjuvant 
radiotherapy. This option should be 


reserved for selected patients not suitable 


E IIS YY NIC INS RAUB AANA ANNANS ENANA ANNAN DAN A NANAAN XAN ANA A EYA NINA MANAYA WANAN 


Thanks 


® Any question? 


